Tuberculosis of breast is a rare disease even in endemic areas accounting for 0.1%-0.5% of all infections. Multiparous young females are commonly affected particularly during pregnancy and lactation.
Introduction:
Tuberculosis remains as one of the leading causes of morbidity and mortality from infectious etiology both in the developing as well as develop countries. Extra pulmonary involvement of almost any organ or tissue is reported in nearly 17.9% of tuberculosis infections. Breast along with spleen and skeletal muscles are considered to be maximally resistant to tubercular infections. [1] [2] [3] Mammary glands are unsuitable sites for survival and multiplication of mycobacterium tuberculosis and reported incidence of involvement varies from 0.5% of all tuberculosis cases. 2, 4 But the incidence of breast tuberculosis is increasing worldwide due to increase in number of geriatric population, emergence of drug resistance strain of bacilli and immunosuppressant (Breast lesions can be the presenting manifestation of HIV infection).
1,2,5,6
We are reporting a case of mammary tuberculosis, diagnosed by aspiration cytology to stress inclusion of this rare lesion as a possible differential diagnosis during assessment of breast aspirate. Discussion: Tuberculosis is a rare disease of breast with incidence ranging from 0.025% to 0.1% in developed countries and up to 0.3% to 5% in endemic region. Male breast can also be affected though infrequently. 2, 5, 6 Present patient under discussion was young, multiparous and non lactating.
Breast tuberculosis can be primary or secondary. Primary involvement is rarely reported where only location of the disease is breast. 8 Infection is acquired by hematogenous route or by direct extention of contact infected material with irritated skin or breast ducts particularly during lactation. Secondary infection can reach breast by blood, lymphatic, or directly from the lung, pleura, mediastinum or articular lesions. 2, 7, 8 Centripetal lymphatic spread was the most accepted avenue for spread of infections. Ipsilateral cervical or axillary lymph nodes are involved in majority (50%-70%) of cases suggesting breast involvement by retrograde lymphatic extension. 2, 6, 8 In the present case breast involvement occurred due to secondary ipsilateral axillary lymph node lesions.
Clinical manifestations of breast lesions are highly variable. Constitutional symptoms like fever weight loss, anorexia, night sweats are often absent as in the present case.
1
Commonly breast lesions are nodular with or without ulceration and sinus formation and pain less lump.
Tuberculosis of breast usually occurs in upper and outer quadrant of breast is more commonly involved owing to proximity to the axillary lymph nodes, quite similar to our experience. Other presentation includes diffuse nodularity, abscess formation and multiple sinuses. Multinodularity or bilaterality is rarely reported. 1,2 Fixity and skin changes resembling carcinoma can be present.
1,7
Radiological investigations like USG and mammography are unreliable in distinguishing breast tuberculosis from carcinoma. CT scan though not confirmatory can detect extension of the lesion and differentiate primary from secondary lesions.
1,10
FNAC is the cornerstone for correct diagnosis of breast tuberculosis. 6 Demonstration of caseating necrosis with epithelioid granuloma is currently accepted as the diagnostic findings during cytological evaluation leading to definite diagnosis in up to 73% cases with appropriate clinical presentation.
1,2,6
Attempts must be done for demonstration of acid fast bacilli by staining of culture though in vain in majority of cases. 1,2 However failure to demonstrate AFB and even necrosis on cytology does not exclude diagnosis of breast tuberculosis. Because of small quantity of sample examined. 11 Nucleic acid amplification test (NAATS) like PCR can detect Mycobacterium tuberculosis complex DNA. PCR is recommended in culture in negative cases though its sensitivity also low particularly in AFB smear negative cases. Open biopsy has to be performed in few cases and still regarded as the most reliable method for diagnosis of breast tuberculosis. 13 Apart from carcinoma, differential diagnosis of breast tuberculosis includes few rare diseases like traumatic fat necrosis, plasma cell mastitis, chronic pyogenic abscess, mammary dysplasia, fibroadenoma, granulomatous mastitis,sarcoidosis or fungal granulomas. Identification of breast tuberculosis does not exclude concomitant breast cancer as both condition can occasionally co exist. 1, 11, 13 Management of breast lesions is essentially medical with complete resolution in most of the cases. FNAC should be repeated after completion of therapy to ascertain that the residual mass is fibrotic. Surgery is rarely needed in complicated refractory cases.
1,13

Conclusion:
Breast tuberculosis is an uncommon lesion which cannot be differentiated clinically or radiologically from breast cancer and abscess. FNAC is accepted as the most preferred method for diagnosis though histopathological confirmation is required. We are presenting the present case to stress the inclusion of this rare disorder in the list of possible differential diagnosis during cyto evaluation of breast lump and to give the message that simple AFB staining of the breast aspirate can resolve the problem
